Purpose: To explore the incidence of pneumothoraces during feeding tube (FT) insertion that is done with the assistance of an electromagnetic placement device (EMPD). The incidence of reported pneumothoraces associated with EMPD-assisted FT insertion was compared with that for blind FT insertion. This study is aligned with the American Association of Critical-Care Nurses' mission to drive excellence and rely on expert knowledge and skill. Background/ Significance: A 2018 letter from the US Food and Drug Administration warned clinicians about the risk for pneumothoraces during FT insertion despite the use of an EMPD. The incidence of pneumothoraces during blind FT insertions (1.3%-3.2%) is thought to be underreported. Unfortunately, FT insertion into the pulmonary system may occur without clinical signs. Pneumothoraces associated with FT insertion have led to patient death. EMPD's real-time insertion tracing can assist a trained operator with early recognition of pulmonary placement. Method: An integrative review of the literature on EMPD-assisted FT insertion was performed using the Cumulative Index of Nursing and Allied Health Literature, MEDLINE, and Cochrane databases. Inclusion criteria consisted of research, Cortrakassisted FT insertion, reported FT outcomes, human study participants (adult and pediatric), and English language. Nonresearch or studies that focused on gastric motility were excluded. Sixty-three studies were screened and 32 were included in the final analysis. Twenty-nine studies reported explicitly on the presence or absence of pulmonary FT placement. Result: Pulmonary placement occurred in 209 out of 19 217 FT insertions; 202 (1.05%) were observed on the CORTRAK insertion tracing and 7 (0.04%) were confirmed by a non-EMPD method. Of the studies that reported pulmonary placement, 3 out of 17 039 (0.02%) insertions resulted in pneumothoraces. EMPD operators failed to identify 2 of these pulmonary placements, which were later confirmed by radiography. Skilled operators prevented 199 out of 202 (99%) FTs from being inserted into distal airways by immediate FT removal once pulmonary placement was suspected on the basis of the EMPD insertion tracing. Conclusion: Pneumothorax occurred less often with EMPD-assisted FT insertion (0.02%)than it did with blind FT insertion (1.3%-3.2%). Pulmonary-placed FTs may cause harm before clinicians are aware of malplacement. Skilled EMPD operators may avert distal pulmonary FT placement by early identification of pulmonary placement and immediate FT removal. EMPD-assisted FT insertion by a trained and skilled operator may reduce risk for distal pulmonary FT placement and pneumothoraces. Blind FT insertion should be avoided. Disclosure: Annette Bourgault and Lillian Aguirre have previously received funding and equipment loaned for research by Halyard Sales, LLC, Alpharetta, Georgia. Jan Powers has previously received compensation from Halyard Health for research and consultation services provided. Halyard recently changed their name to Avanos Medical, Inc. Avanos was not involved in the design, execution, analysis, or reporting of results for this study.
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RS2 An Evaluation of Early Warning Scores in Predicting Intensive Care Unit Readmission and Hospital Mortality
Heather Cook, Shonda Morrow, Holly Losurdo, Jonathan Shipley, Brittany Wells; Rush University Medical Center, Chicago, IL Purpose: To identify the best early warning score to assist in identification of patients at risk for readmission to the intensive care (ICU) within 72 hours of transfer and prediction of in-hospital mortality. The National Early Warning Score (NEWS), Modified Early Warning Score (MEWS), and Quick SepsisRelated Organ Failure Assessment (qSOFA) were the predictor variables in this study. Background/Significance: Readmission to the ICU is positively correlated with longer hospital stays and increased mortality rates. Early detection and management of patient deterioration is critical to reducing ICU readmission rates and out-of-ICU cardiac arrests. Multiple early warning scores have been developed to aid critical care outreach teams and acute care nurses in early identification of patients whose condition is deteriorating. Little research has been performed comparing these different tools to determine which may be the best indicator. Method: All adult patients transferred from an ICU to a medicalsurgical unit in an urban academic medical center during 3 months were included in the study. Patients with a code status other than "full code" for 72 hours after transfer and those who underwent a surgical procedure during the 72 hours after transfer were excluded. A retrospective chart audit (N = 1181) was used to compile vital signs at time of transfer from ICU and at 12, 24, and 48 hours after transfer (± 4 hours). The NEWS, MEWS, and qSOFA scores were generated for each set of vital signs (N = 4004), and
